T
UMORS of the pituitary fossa were a subject of great interest early in the history of neurosurgery. The transsphenoidal route to the sella turcica was the operative method of choice until the 195~0's when a gradual transition to the intracranial procedure occurred. 5,6,9,14,17-19,2a,25,29 It is well to remember that in Doctor Cushing's series of 838 pituitary adenomas ~47 (74 per cent) trans-sphenoidal operations were carried out3 aa Remissions of 5~0 to 30 years' duration in 83 trans-sphenoidal cases have been documented by Hirsch l<'Tas who has also had impressive postoperative results among 895~ other patients followed for 5 to 10 years. Hamlin TM has reported a mortality rate of less than 2 per cent in 104 patients undergoing trans-sphenoidal pituitary tumor excision since 1940.
General neurosurgery has made remarkable progress in modem intracranial techniques. Trans-sphenoidal surgery has also benefitted from the aid of parasurgical adjuvants and the particular introduction by Guiot 7's of radiofluoroscopic control during surgery represents a significant advance in method. The impressive continued contribution of the few individuals persisting in transsphenoidal surgery together with their consistently good results prompted us to utilize this surgical approach, n It is the purpose of this report to re-evaluate the advantages of trans-sphenoidal surgery as a useful modern neurosurgical tool.
Trans-sphenoidal operation was performed in 60 eases during the past 5~ 89 years (August, 196~, to January, 1965) jeer of the present report. In addition, hypophysectomies were carried out for palliative treatment of metastatic breast carcinoma or diabetic retinopathy (Table 1) .
Preoperative work-up of a case of pituitary fossa tumor encompasses a complete endocrinological survey after a detailed history and physical examination. Neuro-ophthalmological study includes visual fields, visual acuity and extra-ocular muscle function to detect ophthalmological signs of pituitary tumors. 1-a,22,~8 Electroencephalography is obtained routinely.
The pathological anatomy of a mass in the pituitary fossa is further defined by radiodiagnosis. Roentgenograms of the skull determine the size and configuration of the pituitary fossa which is examined in further detail by tomography. Fractionated pneumoencephalography and pan-cerebral angiography are routine additions to the radiological work-up. With these refinements the pathological diagnosis of a mass in the pituitary fossa is closely approximated and the trans-sphenoidal operation may be under- t a k e n w i t h safety because all c o n t o u r s of t h e t u m o r are well d e l i n e a t e d a n d the exceptional i n t r a s e l l a r a n e u r y s m has b e e n ruled out.
O p e r a t i v e P r o c e d u r e
Under endotracheal anesthesia the ventricular system and subarachnoid spaces are delineated with 30 cc. of air introduced by lumbar puncture. The patient is then positioned in an image intensifier with television monitoring.
A Siemens portable image intensifier is utilized to obtain a horizontal beam image centered on the sella turcica. The television screen is placed just behind and above the patient so that the surgeon may observe it without disturbing his position. Radioscopic control is used as required during the operative procedure and is controlled with a foot pedal by the surgeon or his assistant. Only a few seconds of radiation exposure is necessary at each stage of the operation to ensure accurate placement of instruments in the sella turcica and direct visualization of tumor contours (Figs. 5 and 6 ). The operating room personnel are protected by appropriate lead shielding and aprons.
The face, mouth and nasal cavity are prepared with an aqueous Zephiran solution. Infiltration of the nasal mucosa and gingiva with 89 per cent Procaine containing Epinephrine 1:2000 is followed with sterile draping of the operative field exposing only the upper lip.
The oronasal rhinoseptal route has been adopted because it offers definite advantages (Fig. 1) . The trans-sphenoidal operation must follow a strictly medial sagittal dissection as a fundamental anatomical principle in avoiding trauma to neurovascular structures and gaining adequate exposure and visualization. The rhinoseptal route assures a midline approach with minimal blood loss secondary to mucosal elevation. The pituitary fossa is encountered within 10 to g0 minutes after the initial incision. A sublabial gingival penetration is tolerated well by the patient and there is no visible postoperative scar. The gingival mucosa is not sutured and heals spontaneously within 4 days.
After the nasal mucosa is elevated, the inferior third of the anterior cartilagenous nasal septum is removed. The sphenoid sinus is then entered after excision of the inferior vomer. A lighted bivalve retractor affords excellent illumination of the
